Introduction
Host resistance to infection is primarily mediated by cellular immunity which is deficient in patients with chronic renal failure (Mackaness, 1971; Malaviya et al., 1973) . The uraemic patients have impairment of delayed hypersensitivity skin reactions and prolonged skin homograft survival (Wilson, Kirkpatrick and Talmage, 1965; Boulton-Jones et al., 1973; Nakhla and Goggin, 1973; Dammin, Cough and Murray, 1957) . The anergy of such patients has been attributed to either chronic renal insufficiency or to their overwhelming tubercular infection (Munt, 1971) . Ogg, Toseland and Cameron (1968) were among the earlier workers to report the occurrence of tuberculosis in a patient on haemodialysis. Pradhan et al. (1974) The clinical features of all cases are summarized in Table 2 .
Cultures
Cultures for AFB were obtained from sputum, pleural fluid, ascitic fluid, urine and CSF whenever indicated. There were 4 cases with pulmonary involvement; sputum, however, was available only in 3. The sputum was positive for AFB in one patient (no. 15) and negative in the remaining 2 (nos 2 and 9). The pleural fluid was positive for AFB culture in only 2 of the 10 cases. Ascitic fluid cultures in the ascites cases were repeatedly negative in both. One of the cases with ascites (no. 6) showed tubercles on the peritoneum, liver and spleen. Cultures of urine, CSF, and bone abscess were done in one case each, and the first 2 were negative.
Histology
The peripheral lymph nodes were available for biopsy in 6 patients and showed evidence of tuberculosis in all cases. The pleural biopsy was compatible with tubercular granuloma in 2 of the 5 cases where it was done. Liver biopsy was done for evidence of tuberculosis in 2 cases with hepatomegaly and ascites; it was negative in both. Postmortem examination of case no. 1, who had shown tubercular cervical lymphadenopathy in life, revealed histological evidence of tuberculosis of tracheobronchial and hilar lymph nodes.
Diagnosis
The diagnosis of tuberculosis was considered definite if there was positive culture for Mycobacterium tuberculosis or a classical histological picture of tubercular granuloma on histology specimens. Thirteen of 20 patients fulfilled such criteria for 'definite diagnosis'. In the remaining 7 cases the diagnosis of tuberculosis was considered 'probable'. There was unequivocal clinical improvement after a therapeutic trial with antitubercular drugs despite the absence of bacteriological or histological proof in these 7 cases. (Goyal, Mathur and Pamra, 1978) . Drueke et al., 1978; Lundin et al., 1979; Sasaki et al., 1979 The existence of tuberculosis in chronic renal failure may not always be easy to diagnose. The unusual presentations and atypical features continue to baffle the clinicians. Proudfoot et al. (1969) have drawn attention to the cryptic form of miliary tuberculosis in adults. This type of tuberculosis does not present the usual clinical and radiological features of miliary tuberculosis and is missed in life quite frequently. Tuberculosis has undergone a considerable change in its clinical presentation over the last 25 years from a comparatively acute and extensive disease among the young to more chronic and less extensive disease among the elderly (Nagpal, 1978) .
The pattern of tuberculosis seen by the present authors was somewhat different from that reported in the literature. The most important clinical presentations of disease in the present series were fever, pleural effusion and lymphadenopathy. Hepatomegaly which was an important finding in the series of Lundin et al. (1979) and bone tuberculosis which was frequently found by Papadimitriou et al. (1979) seen infrequently by the present authors.
Pulmonary abnormalities were found in only 4 cases in this study. The incidence of miliary tuberculosis was low in contrast to that of Sasaki et al. (1979) .
Two of the present patients had a past history of tuberculosis and it is likely that reactivation of the disease occurred in these after the onset of chronic renal failure.
Pyrexia in patients with chronic renal failure may sometimes pose a diagnostic challenge. The investigations for various recognized forms of infections may prove to be negative. Pyrexia of unknown origin (PUO), however, can be a major form of presentation in the cryptic form of tuberculosis (Proudfoot et al., 1969) : 3 cases in that study presented as PUO; Amedia and Oettinger (1977) (Gryzbowski, 1968) . Pleural biopsy may confirm the diagnosis in some of the patients as happened in 2 of the present cases.
Ascites was seen in 2 of the present cases but can occur in patients with renal failure without underlying infection (Cinque and Letteri, 1973 Rifampicin is largely excreted in the bile and modification of its dose is not needed in renal failure. The risk of isoniazid therapy is well recognized, it is subject to acetylation in the liver and for slow acetylators a reduction of dose is necessary (Bowersox, 1973 (Maher, 1978) . Opinion is divided regarding optimum duration of antitubercular treatment; the chemotherapy, however, must be given for a period of at least 2 years.
Tuberculosis must be considered in clinical settings and geographic areas where there is a high incidence of tuberculosis. If the usual means of evaluation have been exhausted without revealing an aetiology for clinical features which could be tuberculosis in patients of chronic renal failure and the therapy with common antibiotics has failed, a trial of antitubercular chemotherapy is justified. Lundin et al. (1979) observed that the diagnosis and treatment of extrapulmonary tuberculosis may be delayed because of difficulty in obtaining positive cultures. This led to death of 2 of their patients in a group of 8 on maintenance haemodialysis having tuberculosis.
